INTRODUCTION
With rare exception, human milk is the preferred food for all infants, including premature and sick newborns. 1 Mastitis and breast abscesses have been associated with the presence of bacterial pathogens in human milk. 2 Breast abscesses have the potential to release a large amount of bacteria into the milk. Mastitis, however, is generally considered as a benign, self-limited infection, with few consequences for the suckling infant. 3 
CASE REPORT
This infant male weighted 977 g at birth and was the second born of triplets delivered by cesarean section. The mother received intrapartum antibiotic prophylaxis because the vaginal group B streptococcus culture was unknown. He was intubated shortly after birth because of respiratory failure and subsequently received two doses of surfactant. By the 3rd day of life, he was extubated and nasal CPAP was initiated. Antibiotic therapy was discontinued and enteral nutrition with expressed mother's own milk was initiated. By 8 days of age, he was receiving exclusively breast milk. On the 10th day of life, this infant developed apnea and bradycardia episodes and lethargy was noted. Blood and cerebrospinal fluid cultures were positive for group B streptococcus type III.
At 8 days after delivery, the mother developed tenderness and erythema of the left breast. Bacterial culture of expressed breast milk taken the next day resulted in growth of group B streptococcus type III. She was treated with dicloxicillin beginning on day 9. DNA polymorphism studies were not performed on the bacterial isolates.
The other two triplets, who were starting to receive breast milk at this point, were asymptomatic and surveillance cultures on them were negative.
DISCUSSION
The epidemiology and pathogenesis of Streptococcus agalactiae infection occurring after the first week of life is less well defined than is early onset disease. Acquisition of this pathogen through breast milk or breast feeding is rare. [4] [5] [6] [7] The possibility that infants are colonized during delivery with bacteria harbored in throat and nasal sites that could later contaminate the milk in the mother's mammary ducts has been suggested. 4, 6, 7 The chronology of this case suggests that the mother was the source of the infection, but in the absence of DNA polymorphism studies it remains uncertain that the maternal and infant isolates were the same. It seems probable that the infected infant acquired the group B streptococcus from expressed maternal breast milk.
The assertion that it is safe 3, 8 to continue nursing during an episode of puerperal mastitis may be not true even for full-term infants. This statement is valid in the case of milk stasis, where leukocytes and bacterial counts are low. 9 However, to continue nursing in the case of breast infection with a high leukocyte and bacterial count may be hazardous. Despite rather mild symptoms, the present case demonstrates vertical transmission of group B streptococcus.
When signs and symptoms suggest mastitis, frequent and complete emptying of the affected breast is usually recommended. Our case indicates that breast milk should not be used until milk culture allows discrimination of milk stasis from mastitis. We speculate that the source of the infection in this premature infant was a high bacterial inoculum in the gastrointestinal tract due to infected breast milk. If cultures are positive for pathogens then the milk should be discarded until adequate therapy is achieved. Every effort should be made to encourage eventual resumption of breast feeding.
